Introduction
Doctor-diagnosed arthritis is a common chronic condition that affected an estimated 23% (54 million) of adults in the United States during 2013-2015 (1) . Prevalence varies across states (2) , counties (2) , urban and rural communities (3) , and census tracts within the largest U.S. cities (https://www.cdc. gov/500cities). The condition limits activities of 24 million adults (1) , is associated with severe joint pain among 15 million adults (4) , and is projected to affect 78.4 million adults by 2040 (5) . In 2013, total national medical care expenditures and
Data Source and Measurements
BRFSS is an annual, random-digit-dialed landline and cellular telephone survey of the noninstitutionalized U.S. adult population aged ≥18 years. Self-reported data are collected from the 50 states, the District of Columbia, Guam, and Puerto Rico. In 2015, a total of 441,456 interviews were completed and analyzed for this report. Response rates ranged from 33.9% to 61.1% (median: 47.2%). The response rate was the number of respondents who completed the survey as a proportion of all eligible and likely eligible persons. Response rates for BRFSS were calculated using standards set by American Association for Public Opinion Research response rate formula no. 4. Additional information is available at https://www.cdc.gov/ brfss/annual_data/2015/2015_responserates.html. Respondents were classified as having doctor-diagnosed arthritis (hereafter referred to as arthritis) if they answered yes to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" Three comorbid conditions were examined: obesity, diabetes, and coronary heart disease. Body mass index (BMI) was computed from self-reported height and weight. Obesity was categorized as BMI ≥30 kg/m 2 . Doctor-diagnosed diabetes (hereafter referred to as diabetes) was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have diabetes?" Those with prediabetes or borderline diabetes and women who had diabetes only during pregnancy were classified as not having diabetes. Doctor-diagnosed coronary heart disease (hereafter referred to as coronary heart disease) was defined as a yes response to either of the following two questions: 1) "Has a doctor, nurse, or other health professional ever told you that you had a heart attack, also called a myocardial infarction?" or 2) "Has a doctor, nurse, or other health professional ever told you that you had angina or coronary heart disease?"
Prevalence of Arthritis
The prevalence of arthritis was estimated among all adults. Prevalence was estimated separately for adults with comorbid conditions (i.e., obesity, coronary heart disease, and diabetes).
Health-Related Characteristics
General Health. Two measures of health-related quality of life were examined. For physically and mentally unhealthy days, respondents reported the number of days during the past 30 days that their physical or mental health, or both, was not good. For each measure, a standard predetermined cutoff point of ≥14 days during the past 30 days was used to identify respondents with poor physical or mental health, respectively (8) .
Leisure-Time Physical Activity and Obesity. Among adults with arthritis, the prevalences of obesity, leisure-time physical inactivity, and leisure-time walking were estimated. Leisuretime physical inactivity was defined as a no response to the question "During the past month, other than your regular job, did you participate in any physical activities or exercises such as running, calisthenics, golf, gardening, or walking for exercise?" Among those who answered yes, leisure-time walking was ascertained via two questions: 1) "What type of physical activity or exercise did you spend the most time doing during the past month?" and 2) "What other type of physical activity gave you the next most exercise during the past month?" For the leisure-time walking measure, the numerator was adults with arthritis who listed walking as one of their top two activities and the denominator included both active and inactive adults with arthritis.
Activity Limitations. Among adults with arthritis, arthritisattributable activity limitations were identified by a yes response to the question "Are you now limited in any way in any of your usual activities because of arthritis or joint symptoms?" Arthritis-attributable social participation restriction was defined as a response of a lot to the question "During the past 30 days, to what extent has your arthritis or joint symptoms interfered with your normal social activities, such as going shopping, to the movies, or to religious or social gatherings?"
Pain. Arthritis-attributable severe joint pain was defined according to an a priori criterion (9) as a pain level of 7-10 on a scale of 0-10 where 0 is no pain and 10 is pain or aching as bad as it can be for the question "Please think about the past 30 days, keeping in mind all of your joint pain or aching and whether or not you have taken medication. During the past 30 days, how bad was your joint pain on average?"
Arthritis Management
In 2015, a total of 13 states (California, Kansas, Kentucky, Michigan, Minnesota, Missouri, Montana, New York, Oregon, Pennsylvania, Rhode Island, South Carolina, and Utah) administered the BRFSS arthritis management module to respondents with arthritis and ascertained participation in self-management education courses and receipt of health care provider counseling. Among adults with arthritis, attendance at a self-management education course was defined as a yes response to the question "Have you ever taken an educational course or class to teach you how to manage problems related to your arthritis or joint symptoms?" Among those who were overweight (BMI 25 to <30 kg/m 2 ) or obese (BMI ≥30 kg/m 2 ), health care provider counseling for weight loss was defined as a yes response to the question "Has a doctor or other health professional ever suggested losing weight to help your arthritis or joint symptoms?" Health care provider counseling for physical activity or exercise was defined as a yes response to the question "Has a doctor or other health professional ever suggested physical activity or exercise to help your arthritis or joint symptoms?"
Analyses

Direct Estimates
All directly estimated analyses included adjustment for the complex survey design; sampling weights accounted for nonresponse, noncoverage, and cellular-telephone-only households and were derived from an iterative proportional weighting (raking) procedure (https://www.cdc.gov/brfss/ annual_data/2015/pdf/weighting_the-data_webpage_content. pdf). Estimates were age standardized to the 2000 U.S. projected population using three age groups (18-44, 45-64, and ≥65 years) (10) . Weighted unadjusted and age-standardized prevalences with 95% confidence intervals were estimated for arthritis and arthritis-related characteristics. For each characteristic, the median and range were calculated using prevalence estimates for the 50 states and the District of Columbia (not including Guam and Puerto Rico). The unadjusted prevalence is an estimate of the actual prevalence of a characteristic in a specific area. Age-standardized prevalence estimates are provided to permit comparisons across states. Prevalence estimates of arthritis and percentages of selected characteristics among adults with arthritis that had a relative standard error (RSE) ≥30% or unweighted sample size of <50 did not meet the minimum criteria for precision and were suppressed.
Indirect (Modeled) County-Level Arthritis Prevalence Estimates
Prevalence of arthritis at the county level was estimated with a multilevel regression model and poststratification approach (11) for counties (N = 3,142) in all 50 states and the District of Columbia. The multilevel regression model included individual-level data on age group (13 categories), sex, and race/ethnicity from the 2015 BRFSS; county-level poverty data (percentage below 150% of the federal poverty level) from the American Community Survey 5-year estimates (2011-2015) (12) ; and random effects at county and state levels. Parameter estimates from the models were applied to Census Vintage 2015 county population estimates to generate county-level estimates of arthritis prevalence. These modeled prevalence estimates were reported in quartiles for the 3,142 counties. High internal validity was established by comparing modeled county-level estimates of arthritis with actual unweighted BRFSS survey estimates in 1,531 counties with ≥50 respondents and RSE <30% (Pearson correlation coefficient: 0.78; p<0.001) and with weighted BRFSS estimates in 205 counties with ≥500 respondents (Pearson correlation coefficient: 0.94; p<0.001).
State-Specific Clustering of Health-Related Characteristics
States and the District of Columbia were divided into quartiles (lowest to highest) according to age-adjusted state-level prevalence of arthritis in 2015. Age-standardized percentages of seven negative health-related characteristics among adults with arthritis (i.e., arthritis-attributable activity limitations, arthritis-attributable severe joint pain, and arthritis-attributable social participation restriction; ≥14 physically unhealthy days; ≥14 mentally unhealthy days; obesity; and leisure-time physical inactivity) and leisure-time walking were calculated for respondents by quartile of arthritis prevalence. A test of trend using orthogonal polynomial contrasts (by partitioning the sums of squares) was performed to determine whether the age-standardized prevalence of negative health-related characteristics increased and leisure-time walking decreased among adults with arthritis living in states with greater agestandardized prevalence of arthritis. To improve data fit and accommodate nonlinear trends, the test for trend included a quadratic term. For each health-related characteristic, a statistically significant trend in age-standardized percentage across arthritis quartiles was determined at the Bonferronicorrected alpha level of 0.006 (a = 0.05/8) to adjust for testing multiple characteristics.
Results
Arthritis Prevalence
In 2015, for the 50 states and the District of Columbia, agestandardized median prevalence of arthritis was 23.0% (range: 17.2% in Hawaii to 33.6% in West Virginia) ( Table 1) . The model-based prevalence estimates of arthritis across the 3,142 U.S. counties in 50 states and the District of Columbia ranged from 11.2% to 42.7% (Figure 1) . At the county level, counties in Appalachia and along the lower Mississippi River tended to have higher predicted prevalences of arthritis. The majority of counties in Alabama, Arkansas, Kentucky, Michigan, Missouri, Tennessee, and West Virginia were in the highest quartile (31.2%-42.7%).
Arthritis Among Adults With Comorbid Conditions
For the 50 states and District of Columbia, the median agestandardized prevalence of arthritis among adults with obesity was 30.9% (range: 24.6% in Texas to 41.2% in West Virginia) ( Table 2 ). The median age-standardized prevalence of arthritis among adults with coronary heart disease was 44.5% (range: 25.6% in the District of Columbia to 72.6% in Iowa) ( Table 3) . The median age-standardized prevalence of arthritis among adults with diabetes was 37.3% (range: 27.1% in California to 53.7% in Maine) ( Table 4) .
Health-Related Characteristics
General Health
In 2015, the percentage of poor health-related quality of life among adults with arthritis varied substantially by state. The median age-standardized percentage of ≥14 physically unhealthy days during the past 30 days was 27.7% (range: 16.9% in Alaska to 37.5% in Oklahoma) ( Table 5 ). The median age-standardized percentage of ≥14 mentally unhealthy days during the past 30 days was 22.3% (range: 14.8% in Hawaii to 31.1% Mississippi) ( Table 6 ).
Leisure-Time Physical Activity and Obesity
In 2015, for leisure-time physical inactivity, the median age-standardized percentage among adults with arthritis was 35.0% (range: 23.1% in California to 47.9% in Mississippi) ( Table 7) . States in the western United States (e.g., California, Idaho, Oregon, and Washington) tended to have the lowest prevalence of leisure-time physical inactivity among adults with arthritis, whereas states primarily in Appalachia and along the Ohio River and Mississippi River had the highest percentage of leisure-time physical inactivity (Figure 2 ). Agestandardized percentage of leisure-time physical inactivity was ≥40% in Alabama, Arkansas, Louisiana, Mississippi, Oklahoma, and Texas. For the 50 states and the District of Columbia, the median age-standardized percentage of leisuretime walking was 48.0% (range: 38.5% in West Virginia to 59.5% in Montana) ( Table 8) . Leisure-time walking tended to be highest in western states (e.g., California, Idaho, Oregon, and Washington) and lowest in states primarily in Appalachia and along the Ohio River and Mississippi River (e.g., Alabama, Arkansas, Mississippi, and West Virginia) (Figure 3 ).
For the 50 states and the District of Columbia, the percentage of obesity among adults with arthritis varied substantially. The median age-standardized percentage of obesity was 41.6% (range: 28.1% in California to 48.9% in Arkansas) ( Table 9 ).
Activity Limitations
In 2015, for the 50 states and the District of Columbia, the median age-standardized percentage of arthritis-attributable activity limitations among adults with arthritis was 49.7% (range: 40.4% in Iowa to 59.4% in Missouri) ( Table 10 ). The median age-standardized percentage for arthritis-attributable social participation restriction was 19.7% (range: 12.6% in Alaska to 30.4% in Arkansas) (Table 11) .
Pain
In 2015, the median age-standardized percentage of arthritisattributable severe joint pain among adults with arthritis was 29.7% (range: 20.3% in Utah to 46.0% in Mississippi) ( arthritis-attributable severe joint pain among adults with arthritis tended be primarily in Appalachia and in the South (Figure 4 ).
Arthritis Management
In 2015, among adults with arthritis in 13 states that included the BRFSS arthritis management module, the age-standardized median percentage of attendance at a selfmanagement education course was 14.5% (range: 9.1% in New York to 19.0% in Montana) ( 
Possible State-Specific Clustering of Health-Related Characteristics
States in the highest quartile of prevalence for adults with arthritis also had the highest percentages of all seven negative health-related characteristics (arthritis-attributable activity limitations, severe joint pain, and social participation restriction; ≥14 physically unhealthy days during the past 30 days; ≥14 mentally unhealthy days during the past 30 days; obesity; and leisure-time physical inactivity) and the lowest percentages of leisure-time walking compared with states in the lower quartiles (p-trend <0.006 for all characteristics) when both linear and quadratic tests for trends were conducted (Table 16 ). States in the highest quartile were Maine, Pennsylvania, West Virginia, Kentucky, Tennessee, Arkansas,
Discussion
This is the first report of state-level arthritis prevalence estimates. The large sample size allowed precise estimates for even limited areas and analysis of health-related characteristics and comorbidities. This report also provides model-based county-level arthritis prevalence estimates with high internal validity, which help improve understanding of arthritis disparities at a local level.
In 2015, arthritis affected approximately one in four adults in the United States overall but prevalence, including model-based estimates at the county level, varied substantially by geographic area. The percentage of negative health-related characteristics among adults with arthritis was high in every area, but also varied substantially by geographic area. Arthritis management measures by state indicated both wide variation (e.g., health care provider counseling to lose weight if overweight or obese) and moderate variation (e.g., individual report of ever attending a self-management course and health care provider counseling for exercise or physical activity). Geographic disparities exist across the United States, with arthritis having the greatest impact in southern states (e.g., West Virginia, Kentucky, Tennessee, Arkansas, Missouri, Oklahoma, Louisiana, Mississippi, Alabama, and South Carolina). More detailed estimates for each of the 50 states, the District of Columbia, Guam, and Puerto Rico, along with additional analyses not reported here are available on the CDC Arthritis Program website (https://www.cdc.gov/arthritis/data_statistics/ state-data-list-current.htm).
States with greater prevalences of arthritis also had greater percentages of negative health-related characteristics (i.e., arthritis-attributable activity limitations, arthritis-attributable severe joint pain, and arthritis-attributable social participation restriction; ≥14 physically unhealthy days during the past 30 days; ≥14 mentally unhealthy days during the past 30 days; obesity; and physical inactivity) and lesser percentages of leisure-time walking (a recommended management strategy) among adults with arthritis. The reasons for this geographic clustering are unknown but suggest a greater arthritis impact among adults with arthritis who live in those states. Geographic variation in four recognized risk factors for arthritis (i.e., obesity, occupations with high physical workload, smoking, and socioeconomic status) (13) (14) (15) (16) (17) that are also associated with negative health consequences among adults with arthritis might account for some of the difference. Geographic variations also might exist in access to medical care, including medications, resources for physical activity, and self-management interventions. Furthermore, because those states also have greater prevalence of coronary heart disease and diabetes, two important comorbid conditions for arthritis, health care providers might focus more on treatment and management of those chronic conditions with less emphasis on treatment and management of arthritis (18) .
Adults with arthritis have a complex combination of disease characteristics and negative health consequences that can limit their daily activities; reduce health-related quality of life; and contribute to sustained obesity, leisure-time physical inactivity, and lack of participation in leisure-time walking. Participation in self-management education courses among adults with arthritis remains low (19) . Only half of patients with arthritis receive counseling on the self-management behaviors of physical activity and weight loss. More counseling might help reduce the proportion with arthritis reporting obesity or leisure-time physical inactivity (approximately two in five adults) (20, 21) . Greater use of evidence-based interventions for physical activity and self-management education could reduce pain and improve function and quality of life for all adults with arthritis (22,23).
Nationally, approximately one in four adults with arthritis reported severe joint pain in the National Health Interview Survey (4); however, the geographic variations in this report suggest that the prevalence is higher in certain states (four in 10 might experience severe joint pain). Arthritis-attributable severe joint pain can lead to poor physical function. In a cohort of retirees in the United States with arthritis, approximately three in four reported functional limitations and approximately 65% had mobility limitations (24). Poor physical function is a major risk factor linked to falls (25), and adults with arthritis are more than twice as likely to report fall injuries compared with adults without arthritis (26). In addition to decrements in physical function, adults with arthritis consistently report negative effects on health-related quality of life. One study that examined health-related quality of life measures among adults with and without arthritis found that those with arthritis had higher mean numbers of days in the prior month when physical and mental health were not good (27). In this study, approximately one in four adults with arthritis reported ≥14 physically and ≥14 mentally unhealthy days during the past 30 days.
Evidence-based interventions (https://www.cdc.gov/arthritis/ interventions/index.htm) have been reported to have a positive impact on arthritis outcomes (22,23); however, interventions are underused and require more widespread dissemination. Physical activity is a proven strategy for managing arthritis symptoms and many other chronic conditions (22). For instance, a meta-analysis of community-based physical activity interventions indicated that physical activity can decrease pain and improve function by approximately 40% (22). Although persons with arthritis report typical barriers to being physically active (e.g., lack of time and lack of enjoyment), arthritis presents specific barriers (e.g., pain, functional limitations, depression, and fear of falling and injury) (28). Similarly, in a meta-analysis of self-management education interventions, participants experienced improvements of 10%-20% in confidence and skills to manage their condition and reductions in pain, fatigue, and depression (23). However, as this and other analyses illustrate, self-management education interventions are underused by adults with arthritis; nationally, only about 11% report ever having taken a course (19) .
Arthritis is a common comorbid condition that might complicate the management of other chronic conditions (e.g., obesity, coronary heart disease, and diabetes), increase the negative outcomes of these conditions, and reduce quality of life (18, 29) . The combination of arthritis and one of these chronic conditions has been associated with higher levels of physical inactivity (30-32). Moreover, arthritis also might hinder the ability of adults with prediabetes to engage in the level of physical activity recommended to prevent diabetes (33). Counseling persons with arthritis that physical activity can improve these outcomes (e.g., lower risk for diabetes) and improving availability of safe and effective physical activity programs in their local communities can be an effective strategy for reducing physical inactivity among these groups (e.g., adults with prediabetes or other comorbid conditions).
CDC funds arthritis programs in 12 state health departments and with national partners (e.g., Young Men's Christian Association [YMCA] and National Recreation and Park Association) to disseminate evidence-based interventions in their communities (https://www.cdc.gov/arthritis/ partners/funded-states.htm). State health departments, local community-based organizations, policymakers, and others can use the estimates at the state, territory, and county levels in this report to help identify local areas with need for evidence-based interventions. For example, physical activity programs such as EnhanceFitness, Walk With Ease, and Fit & Strong! (https:// www.cdc.gov/arthritis/interventions/index.htm) could be disseminated to these areas. Several CDC-funded state health departments have been successful at reaching persons with arthritis with these evidence-based programs by partnering with YMCA of the USA and local parks and recreation departments.
Limitations
The findings in this report are subject to at least seven limitations. First, arthritis was self-reported and not confirmed by a health care professional; however, this case definition has been shown to have sufficient sensitivity for public health surveillance (34). Second, because BRFSS is a cross-sectional survey, a causal relation between risk factors (e.g., obesity) and arthritis cannot be established, although robust evidence exists that links obesity to an increased risk for knee osteoarthritis (the most common form of arthritis) (14) . Third, social desirability bias might have a role in certain self-reported characteristics, with underreporting of BMI (35) and overreporting of leisuretime physical activity (36). Fourth, the 2015 BRFSS median response rate was 47.2% and ranged from 33.9% to 61.1%, indicating potential nonresponse bias, although survey weights were applied to address this bias and improve external validity (27). Fifth, some of the morbidities potentially related to arthritis (e.g., physically or mentally unhealthy days) might be primarily affected by other conditions and thus might overestimate arthritis-specific impact. Sixth, the model used for county-level estimates did not account for complex sample design features, including potential geographic correlations between counties or states (i.e., observations for nearby counties and states might be clustered and therefore not independent). Finally, because county representativeness was not captured by BRFSS, model-based estimation other than direct survey estimation was used to generate prevalences at the county level. This approach has limitations that have been described elsewhere (11); however, the method has been tested through a comparison of model-based estimates with direct local survey estimates for certain other chronic conditions at the county level (37).
Conclusion
In 2015, the number of adults with arthritis continued to increase, matched projections of prevalence, and exceeded projections for arthritis-attributable activity limitations at the state level (38). The findings in this report describe the prevalence and health-related characteristics of arthritis across the United States. The findings also highlight geographic variability in these estimates, including gaps in arthritis management. Public health professionals can use this information to better understand and target evidencebased nonpharmaceutical interventions, such as arthritis self-management education and physical activity. These interventions can decrease the impact of arthritis, which in turn might help adults with arthritis better manage comorbid conditions such as obesity, coronary heart disease, and diabetes. These estimates demonstrate the need to create links in clinical and community settings that can enhance health care provider counseling for physical activity and weight loss and facilitate referrals to self-management education and physical activity interventions to address arthritis and related comorbidities. Abbreviation: CI = confidence interval. * Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" † Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. § Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * The numerator was the estimated number of adults with arthritis and obesity (body mass index ≥30). The denominator was the estimated number of adults with obesity. † Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Body mass index ≥30; calculated from self-reported height and weight. ** Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * The numerator was the estimated number of adults with arthritis and coronary heart disease. The denominator was the estimated number of adults with coronary heart disease. † Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Doctor-diagnosed coronary heart disease was defined as a yes response to either of the following two questions: "Has a doctor, nurse, or other health professional ever told you that you had a heart attack, also called a myocardial infarction?" or "Has a doctor, nurse, or other health professional ever told you that you had angina or coronary heart disease?" Those who answered yes to either question were classified as having coronary heart disease. Those who answered no to both questions were classified as not having coronary heart disease. ** Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * The numerator was the estimated number of adults with arthritis and diabetes. The denominator was the estimated number of adults with diabetes. † Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Doctor-diagnosed diabetes was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have diabetes?" Those with prediabetes or borderline diabetes and women who had diabetes only during pregnancy were classified as not having diabetes. ** Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. † Respondents with arthritis who answered 14-30 days to the question "Now thinking about your physical health, which includes physical illness and injury, for how many days during the past 30 days was your physical health not good?" § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. † Respondents with arthritis who answered 14-30 days to the question "Now thinking about your mental health, which includes stress, depression, and problems with emotions, for how many days during the past 30 days was your mental health not good?" § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. † Physical inactivity was defined as a no response to the question "During the past month, other than your regular job, did you participate in any physical activities or exercises such as running, calisthenics, golf, gardening, or walking for exercise?" § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. † Respondents with arthritis who reported walking or hiking for one of two questions: 1) "What type of physical activity or exercise did you spend the most time doing during the past month?" and 2) "What other type of physical activity gave you the next most exercise during the past month?" The denominator included adults with arthritis who were either physically active or inactive. § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. † Respondents with arthritis who answered a lot to the question "During the past 30 days, to what extent has your arthritis or joint symptoms interfered with your normal social activities, such as going shopping, to the movies, or to religious or social gatherings?" § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Median and range were calculated from estimates for the 50 states and the District of Columbia. Abbreviation: CI = confidence interval. * Age standardized to the 2000 U.S. projected population, using three age groups: 18-44, 45-64, and ≥65 years. † Respondents with arthritis who answered 7, 8, 9, or 10 to the question "Please think about the past 30 days, keeping in mind all of your joint pain or aching and whether or not you have taken medication. During the past 30 days, how bad was your joint pain on average? Please answer on a scale of 0 to 10 where 0 is no pain or aching and 10 is pain or aching as bad as it can be. " Severe joint pain was defined as a pain level of 7-10. § Doctor-diagnosed arthritis was defined as a yes response to the question "Has a doctor, nurse, or other health professional ever told you that you have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?" ¶ Estimates with a relative standard error ≥30% or unweighted denominator <50 were suppressed as unreliable. ** Median and range were calculated from estimates for the 50 states and the District of Columbia. 
